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TITLE 85
EXEMPT LEGISLATIVE RULE
WORKERS’ COMPENSATION COMMISSION

SERIES 20
MEDICAL MANAGEMENT OF CLAIMS, GUIDELINES FOR IMPAIRMENT EVALUATIONS,
EVIDENCE, AND RATINGS, AND RANGES OF PERMANENT PARTIAL DISABILITY
AWARDS

§85-20-1. General.

1.1. Scope. -- W. Va. Code §23-4-3b(b)
requires the Workers’ Compensation Board of
Managers to promulgate a rule establishing the
process for the medical management of claims
and awards of disability which includes, but is
not limited to, reasonable and standardized
guidelines and parameters for appropriate
treatment, expected period of time to reach
maximum medical improvement and range of
permanent partial disability awards for common
injuries and diseases or, in the alternative, which
incorporates by reference the medical and
disability management guidelines, plan or
program being utilized by the commission,
insurance commissioner, self-insured employer
or private carrier, whichever is applicable, for
the medical and disability management of
claims, with the requirements, standards,
parameters and limitations of such guidelines,
plan or program having the same force and
effect as the rule promulgated in compliance
herewith.  This Rule satisfies this statutory
requirement. See also, W. Va. Code 8823-1-
1(b); 23-1-1a(j)(2), (3), (9), and 13); 23-1-
1a(j)(13); 23-1-1b(g)(25); 23-1-13; 23-4-1(c),
(d), (F), and (i); 23-4-1g; 23-4-3; 23-4-1d;23-4-
3c; 23-4-6; 23-4-7; 23-4-Ta; 23-4-8; 23-4-8b;
23-4-8c; and 23-4-16.

1.2. Authority. -- Pursuant to W. Va.
Code, 8§23-1-1a(j)(3), rules adopted by the
Workers Compensation Board of Managers are
not subject to legislative approval as would
otherwise be required under W. Va. Code,
829A-3-1 et seq. Public notice requirements of
that chapter and article, however, must be
followed.

1.3. Filing Date. -- December 20, 2005.

1.4. Effective Date. -- January 20, 2006.

1.5. Repeal of former rules. -- This exempt
legislative rule repeals and replaces the
following: 1) 85 C.S.R. 13, “ Protocols and
Procedures for Performing Medical Evaluations
in Noise-Induced Hearing Loss Claims,” filed in
the Secretary of State’s Office January 24, 1996
and made effective February 22, 1996; 2) 85
CS.R. 16, “Guidelines for Permanent
Impairment  Evaluations,  Evidence, and
Ratings,” filed in the Secretary of State’s Office
January 24, 1996 and effective February 26,
1996; 3) 85 C.S.R. 20, “Guidelines for the
Treatment of Workers” Compensation Injuries”
filed in the Secretary of State’s Office August
23, 1995 and effective October 1, 1995; 4) 85
CS.R. 21, “Guidelines for Controlled
Substances,” filed in the Secretary of State’s
Office August 23, 1995 and made effective
September 22, 1995; and 5) 85 C.S.R. 1,
“Administration of the Workers’ Compensation
Fund,” Sections 11, 14, and 20.

In accordance with the amendments to this
rule, this exempt legislative rule repeals and
replaces 85 CSR 22, “Guidelines for Psychiatric
Permanent Impairment, Evaluations, Evidence
and Ratings of Psychiatric Impairment Due to
Workers” Compensation Injuries.”

1.6. Effective Date of Original Filing. --
June 14, 2004.

§85-20-2. Purpose of Rule.

2.1. The purpose of this rule is to
implement the provisions of W. Va. Code §23-4-
3b(b) and the other provisions of the Code that
are identified in Section 1.1 above.

2.2. Upon termination of the Commission,
regulatory enforcement of this exempt
legislative rule shall transfer to the insurance



commissioner to be administered in a manner
otherwise consistent with chapter twenty-three
of the West Virginia Code. W.Va. Code §23-
2C-22.

885-20-3. Definitions.

As used in these rules, the following terms
have the stated meanings unless the context of a
specific use clearly indicates another meaning is
intended.

3.1. "Code of West Virginia" and "West
Virginia Code" means the West Virginia Code
of 1931 as amended.

3.2. "Executive Director" means the
Executive Director of the West Virginia
Workers'  Compensation ~ Commission  as
provided pursuant to the provisions of W. Va.
Code 823-1-1b.

3.3. "Commission” means the West
Virginia Workers’ Compensation Commission
as provided for by W. Va. Code §23-1-1, et seq.

3.4. "Health Care Vendor" or "Health Care
Provider" refers to health care providers,
including providers of rehabilitation services
within the meaning of W. Va. Code §23-4-9,
both in- and out-of-state who have signed
provider agreements with the West Virginia
Workers' Compensation Commission, insurance
commissioner, self-insured employer or private
carrier, whichever is applicable, to provide
health care for injuries or illnesses covered by
Chapter 23 of the Code. For this Rule, the terms
shall mean any person, firm, corporation,
partnership, association, agency, institution, or
other legal entity providing any kind of services
or equipment. The terms include, but are not
limited to, hospitals, medical doctors, dentists,
chiropractors, vocational rehabilitation
counselors, vocational rehabilitation service
providers, qualified rehabilitation professional,
osteopathic physicians, pharmacists, podiatrists,
physical therapists, occupational therapists,
massage therapists, psychologists, naturopathic
physicians, and durable medical equipment
suppliers.

3.5. "Office of Judges" refers to the Office
of Judges, as set forth in W. Va. Code §23-5-8.
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3.6. "This rule” means the present exempt
legislative rule that is designated in the caption
here as title 85, series 20.

3.7. The following will be referred to
throughout the rule by the abbreviation
indicated.

a. Magnetic resonance imaging - MRI
b. Encephalogram - EEG

c. Computer Assisted Tomogram - CT
scan

d. Electromyelogram — EMG

3.8. “Guides Fourth” means the “Guides to
the Evaluation of Permanent Impairment,” (4"
ed. 1993), as published by the American
Medical Association.

3.9. “Maximum medical improvement”
means a condition that has become static or
stabilized during a period of time sufficient to
allow optimal recovery, and one that is unlikely
to change in spite of further medical or surgical
therapy.

3.10. “Permanent impairment” means a
permanent alteration of an individual’s health
status and is assessed by medical means and is a
medical issue. An impairment is a deviation
from normal in a body part or organ system and
its functioning. An injured worker’s degree of
permanent whole body medical impairment is to
be determined in keeping with the determination
of whole person permanent impairment as set
forth in the applicable Guides. For the purposes
of this Rule, the Guides’ use of the term “whole
person” impairment is the equivalent of the term
“whole body” impairment.

3.11. Chart Notes: This type of
documentation may also be referred to as
"office” or "progress" notes or “narrative
report.” Providers must maintain charts and
records in order to support and justify the
services provided. "Chart" means a compendium
of medical records on an individual patient.
"Record” means dated reports supporting bills
submitted to the department or self-insurer for



medical services provided in an office, nursing
facility, hospital, outpatient, emergency room, or
other place of service. Records of service shall
be entered in a chronological order by the
practitioner who rendered the service. For
reimbursement purposes, such records shall be
legible, and shall include, but are not limited to:

a. Date(s) of service;
b. Patient's name and date of birth;
c. Claim number;

d. Name and title of the person
performing the service;

e. Chief complaint or reason for each
Visit;

f. Pertinent medical history;
g. Review of medication
h. Pertinent findings on examination;

i. Medications and/or
equipment/supplies prescribed or provided;

j. Description of treatment (when
applicable);

k. Recommendations for additional
treatments, procedures, or consultations;

I. Xrays, tests, and results; and
m. Plan of treatment/care/outcome.

3.12. “Injured worker” means an individual
seeking to received benefits available under
Chapter 23 of the Code and/or has received
and/or is receiving benefits under Chapter 23 of
the Code.

3.13. “Insurance Commissioner” means the
insurance commissioner of West Virginia as
provided in section one, article two, chapter
thirty-three of the West Virginia Code, or
designated third-party administrator of the
Insurance Commissioner.
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3.14. “Private Carrier” means any insurer,
including the successor to the Commission,
authorized by the insurance commissioner to
provide workers’” compensation insurance
pursuant to chapters twenty-three and thirty-
three of the West Virginia Code, but shall not
include self-insured employers.

3.15. “Self-insurer” and “self-insured
employer” mean employers who are eligible and
have been granted self-insured status under the
provisions of W. Va. Code §23-2-9.

§85-20-4. Adoption of Standards and
Acceptance of Rules.

4.1. The treatment guidelines, standards,
protocols, and limitations thereon provided for
the injuries and diseases listed in this section are
designed to assist health care providers in the
evaluation and treatment of injured workers.
The provisions of this Rule are not intended to
strictly dictate results and it is recognized that
there may be extraordinary cases that require
treatments in addition to the treatments set forth
in this Rule. However the treatments and
limitations on treatments set forth in this Rule
are presumed to be medically reasonable and
treatments in excess of those set forth in this rule
are presumed to be medically unreasonable. A
preponderance of evidence, including but not
limited to, detailed and documented medical
findings, peer reviewed medical studies, and the
elimination of causes not directly related to a
compensable injury or disease, must be
presented to establish that treatments in excess
of those provided for in this Rule are medically
reasonable. To receive reimbursement from the
Commission, insurance commissioner, self-
insured employer or private carrier, whichever is
applicable, for treatment in excess of that
provided for in this Rule, all providers must
thoroughly document and explain the action
taken and the basis for the deviation from this
Rule and shall receive authorization before
providing said treatment.

4.2. Except as provided for in section 5.11
of this Rule, providing treatment to an injured
worker, filling prescriptions for an injured
worker, and/or acceptance of payment for
treatment, devices, or medications provided to
an injured worker constitutes acceptance by the



medical provider of the Commission’s or
Insurance Commissioner’s rules and fee
schedules.

4.3. Failure of the medical provider to
timely submit appropriately completed forms,
failure to comply with this Rule or any fee
schedule or billing guideline, as may be from
time to time amended, and any attempt to seek
reimbursement in excess of the levels provided
for in this Rule may be considered as an abusive
practice for purposes of W. Va. Code §23-4-3c
and may be considered as evidence of conduct in
violation of W. Va. Code 861-3-24g. All
medical reports and fee bills must be signed by
the medical vendor rendering the services or his
authorized representative. If the report or bill is
not submitted electronically, the medical
vendor’s name must be legibly printed or typed
beneath the signature.

885-20-5.
Registration.

Qualified Providers and

5.1. To receive payment as a health care
provider, a provider must be enrolled as an
active vendor with the Commission. Providers
may be reimbursed only for services actually
provided or supervised and for which the vendor
is duly licensed. To enroll, the provider must
submit the applicable application to the
Commission, completed in its entirety, along
with all documentation requested by the
Commission, including, but not limited to, all
professional licenses, board certificates, business
licenses, accreditation certificates, and/or
operating permits held by the provider in this or
any other state.

a. Upon termination of the
Commission, no registration is required of health
care providers. Health care professionals are
required to verify and provide proof of their
licensing and certification, including, but not
limited to, all professional licenses, board
certificates, business licenses, accreditation
certificates, and/or operating permits held by the
provider in this or any other state, to the
Insurance Commissioner, self-insured employer
or private carrier, whomever services are
provided under this rule. In turn the Insurance
Commissioner, self-insured employer or private
carrier, is required to maintain this proof that the
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health care provider is qualified to provide
services under this rule.

b. Providers must advise the
Commission, the Insurance Commissioner, self-
insured employer or private carrier, whichever is
applicable, if their license to practice medicine
has ever been suspended or terminated by the
appropriate authority in West Virginia or any
other state and whether the provider has been
convicted of any crime in relation to his or her
practice, or any felony. Providers with address
or telephone number changes must advise the
Commission, the Insurance Commissioner, self-
insured employer or private carrier, whichever is
applicable, in writing (by mail or facsimile),
providing both old and new information and
their tax identification number on letterhead.

5.2. Any provider who has had his or her
license to practice medicine suspended or
terminated by the appropriate authority in West
Virginia or any other state, any provider who has
been convicted of any crime in relation to his or
her practice, or any felony, and/or any provider
who has been suspended or terminated by the
Commission or Insurance Commissioner,
whichever is applicable, pursuant to W. Va.
Code §23-4-3c, or any other provision, may be
excluded by the Commission or Insurance
Commissioner, whichever is applicable, in any
managed care plan created by the Commission,
the Insurance Commissioner, self-insured
employer or private carrier, whichever are
applicable,.

5.3. Providers must submit their usual and
customary charges for commonly billed codes
when applying for enrollment. If the provider is
ultimately enrolled, the provider shall only be
permitted to charge the provider’s usual and
customary charges, and not the maximum
amount allowed under the Commission’s,
Insurance Commissioner’s, private carrier’s or
self-insured employer’s, whichever is
applicable, fee schedule.

5.4. Licensed practitioners are eligible to
treat injured workers to the extent of the
practitioner’s license certification. Providers not
independently licensed must practice under
direct supervision of a licensed health care
professional whose scope of practice and



specialty training includes service provided by
the paraprofessional.

5.5. Reimbursement for care will only be
authorized if the provider has provided
documentation of credentialing consistent with
the type of care provided.

5.6. Until the termination of the
Commission, a new Application is required to be
filed with the Commission if a provider’s name
or tax identification number changes. The
Application must have the original signature of
an authorized person and may be faxed initially
to the Commission’s Provider Registration unit.
Activation is not official until a complete signed
application has been received and a confirmation
letter is sent at that time. The hard-copy original
must be sent to:

Workers’ Compensation Commission
ATTN: Provider Registration
P.O. Box 4228
Charleston, WV 25364-4228

a. Upon termination of the
Commission, the provider is required to keep
current provider information on file with the
Insurance Commissioner, self-insured employer
or private carrier, whomever services are
provided under this rule.

5.7. The provision of health care services to
injured  workers  under the  workers’
compensation system of this state constitutes an
agreement to:

a. Accept the Commission’s, or
Insurance Commissioner’s fee schedule, as
amended from time to time by the Commission
or Insurance Commissioner;

1. In instances when the
commission, and effective upon termination of
the commission, private carriers, self-insured
employers or other payors, have entered into
preferred provider or managed care agreements
which provides for fees and other payments
which deviate from the schedule of maximum
disbursements set forth in accordance with the
provisions of W. Va. Code 8§23-4-3(a), such
acceptable level of payments may be set forth in
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the preferred provider or managed care
agreement(s);

b. Submit reports and to make
continuing reports in a timely manner and as
otherwise required and on forms required by the
Commission, the Insurance Commissioner, self-
insured employer or private carrier, whichever
are applicable, as from time to time amended;

c. Retain medical records, including,
but not limited to, general medical records and
X-Ray’s, for ten (10) years and invoices,
electronic or paper, for three years;

d. Timely and fully participate in all
physical and vocational rehabilitation efforts of
the Commission, the Insurance Commissioner,
self-insured employer or private carrier,
whichever are applicable,;

e. Accept all provisions of this Rule,
and all policies, procedures, and other
requirements adopted from time to time by the
Commission or Insurance Commissioner,
whichever is applicable; and

f. To remain updated and familiar with
all medical billing instructions, and other rules,
regulations, and procedures of the Commission,
the Insurance Commissioner, self-insured
employer or private carrier, whichever are
applicable,.

5.8. Health Care Providers. Certain
procedures performed by health care providers
are reimbursable by the Commission, the
Insurance Commissioner, self-insured employer
or private carrier, whichever are applicable, only
when providers have certification in accordance
with W. Va. Code 830-16-20. Health care
providers must provide evidence of certification
if they wish to perform videofluroscopy,
diagnostic ultrasound, electromyography, nerve
conduction velocity studies, somatosensory
testing, neuromuscular junction testing, and any
other diagnostic testing identified by the
Commission, the Insurance Commissioner, self-
insured employer or private carrier, whichever is
applicable,.

5.9. Independent Medical Examiners.
Registered providers may apply to be recognized



by the Commission as independent medical
examiners, who provide independent
examinations and recommend impairment
ratings of injured workers. A separate
application, Independent Medical Examiner
Application, must be submitted and approved by
the Commission.  Approval shall only be
granted if the applicant is board certified under a
certification granted by the American Board of
Medical Specialties (ABMS) or the Bureau of
Osteopathic Specialists certifying boards of the
American Osteopathic Association (AOA),
where such board exists. The Commission,
Insurance Commissioner, private carrier or self-
insured employer, whichever is applicable,
reserves the right, in its sole discretion, to direct
the examinee to the examiner of its choosing.
All independent medical examiners shall comply
with all Commission policies and procedures as
a pre-requisite to payment.

a. Upon termination of the
Commission, no registration is required of
independent medical examiners. Independent
medical examiners are required to verify and
provide proof of their ABMS or AOA
certification to the Insurance Commissioner,
self-insured employer or private carrier, or to
their third party administrator or managed care
provider, whomever services are provided under
this rule. In turn, the Insurance Commissioner,
self-insured employer or private carrier, or their
third party administrator or managed care
provider, is required to maintain this proof of
certification of the independent medical
examiner.

5.10. Out-of-State Providers. If an injured
worker elects or is directed to receive health care
services from an out-of-state provider, and that
provider does not accept the Commission’s
insurance commissioner’s, private carrier’s or
self-insured  employer’s,  whichever s
applicable, fee as payment in full, then the
injured worker may be liable for the difference
between the payment and the amount charged by
the out-of-state health care provider.

5.11. Given the above, it is essential that all
physicians be aware of the injured worker’s
potential liability when selecting a referral,
consulting, surgical, or other provider located in
another state. Accordingly, all referrals should
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be to providers registered with the Commission
or within the network of physicians authorized
to provide health care services to its injured
workers by the Insurance Commissioner, private
carrier or self-insured employer, whichever is
applicable, and referrals to non-registered
providers requires pre-authorization from the
Commission, Insurance Commissioner, private
carrier or self-insured employer, whichever is
applicable.  Unless the following exceptions
apply, referral to an out-of-state provider will
put the injured worker at risk for out-of-pocket
payment for medical service.

a. Emergencies: Where there is an
urgent need for immediate medical attention to
prevent death or serious and permanent harm,
the injured worker will not be personally liable
for the difference between fee schedule and the
amount charged by the out-of-state provider.
The exception no longer applies when, after
emergency admission, the injured worker attains
a stable medical condition and can be transferred
to either a West Virginia health care provider or
an out-of-state health care provider who has
agreed to accept the scheduled fee as payment in
full.  If the injured worker refuses to be
transferred, then he or she will be personally
liable for the difference in costs between the fee
schedule amount and the amount charged by the
provider for services after attaining medical
stability.

b. No Nearby Qualified Provider: If no
health care provider qualified to provide needed
medical services and who has agreed to accept
the Commission’s, Insurance Commissioner’s,
private carrier’s or self-insured employer’s,
whichever is applicable, fee schedule as
payment in full is reasonably near to the injured
worker’s home, the injured worker may request
authorization for an out-of-state provider. If the
Commission, Insurance Commissioner, private
carrier or self-insured employer, whichever is
applicable, authorizes medical services from the
out-of-state provider, the injured worker will not
be personally liable for the difference between
fee schedule and the amount charged by the out-
of-state provider.

885-20-6. The Role of the Treating Physician.



6.1. Each injured worker selects a treating
physician of record who will treat the injured
worker and be responsible for coordinating all
subsequent health care. The treating physician
of record may be a medical doctor, osteopath,
podiatrist, or chiropractor. Any treating
physician who is limited in number of treatments
by another provision of this Rule shall, upon
exhaustion of that limit, only seek
reimbursement as a treating physician for
services provided in intervals consistent with
those of other treating physicians. The injured
worker should not seek care from more than one
provider without contacting the Commission,
Insurance Commissioner, private carrier or self-
insured employer, whichever is applicable,
requesting the designation of a different
attending physician, and having that request
approved. Injured workers whose employer’s or
the employer’s private carrier’s managed care
plans have been approved by the Commission or
Insurance  Commissioner,  whichever is
applicable, or who are covered by a managed
care plan adopted by the Commission shall
chose a treating physician offered under the
applicable plan.

6.2. Whenever possible, the treating
physician should use the least costly mode of
treatment.  This generally will require that
outpatient services be used in lieu of inpatient
care and the avoidance of referring injured
workers to hospital emergency rooms for care
that can be rendered in the office.  The
Commission, Insurance Commissioner, private
carrier or self-insured employer, whichever is
applicable, will approve payment for initial use
of emergency room facilities and services such
as routine dressings, routine tests, routine
medications and routine local anesthesia.
Subsequent use of the emergency room for
services will not be approved without a
statement from the physician explaining the
necessity for the services rendered. Routine
visits to the emergency room shall not be
approved or reimbursed by the Commission,
Insurance Commissioner, private carrier or self-
insured employer, whichever is applicable.

6.3. Treating physicians should request
referral of an injured workers who continues to
report pain and dysfunction while showing no
significant measurable or objective signs of
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improvement for a Permanent Partial Disability
evaluation. Such injured workers may also be
discharged or referred to a different, appropriate
specialty  for evaluation and  possible
modification of treatment.

6.4. When the treating physician finds the
injured worker to be at maximum medical
improvement, the treating physician may
provide an impairment rating pursuant to
applicable Guidelines for the injured worker. If
the rating exceeds fifteen percent (15%), the
Commission, Insurance Commissioner, private
carrier or self-insured employer, whichever is
applicable, may accept or reject the rating and
may order an independent evaluation of the
injured worker. The treating physician may also
report a finding of Maximum Medical
Improvement without making an impairment
rating, reported on Form WC-219a, “Notice of
Maximum Medical Improvement.”

6.5. The treating physician of record shall
provide a treatment plan for the medical care
being considered in narrative form as set forth in
section 3.11 of this Rule.

6.6. It is the responsibility of the treating
physician to notify the Commission, Insurance
Commissioner, private carrier or self-insured
employer, whichever is applicable, of the
injured worker’s most accurate and current
condition. The initial diagnosis reported when a
claim is filed often requires updating based on
diagnostic tests and clinical objective findings.
Changes, additions and revisions of the injured
worker’s condition must be reported using the
applicable Commission, Insurance
Commissioner, private carrier or self-insured
employer, whichever is applicable, form. All
changes related to a diagnosis code shall
submitted to the Commission, Insurance
Commissioner, private carrier or self-insured
employer, whichever is applicable, and must be
approved by the Commission, Insurance
Commissioner, private carrier or self-insured
employer, whichever is applicable,, unless the
new diagnosis is otherwise accepted by the
Commission, Insurance Commissioner, private
carrier or self-insured employer, whichever is
applicable, as being causally related to the
compensable injury. Bills submitted for
treatment that is clearly unrelated to the



compensable diagnosis shall be denied and may
serve as evidence of abuse under W. Va. Code
§23-4-3c and/or fraud under W. Va. Code 861-
3-24qg. The  Commission, Insurance
Commissioner, private carrier or self-insured
employer, whichever is applicable, may, in its
sole discretion, recognize and identify the
change, addition, or revision as a compensable
condition.

6.7. Injured workers must request
authorization from the Commission, Insurance
Commissioner, private carrier or self-insured
employer, whichever is applicable, to change the
treating physician of record in their claim. This
rule does not apply in the following cases:

a. Care transferred after initial
emergency or first aid treatment if done so
within 30 days of the date of injury;

b. Care transferred to a specialist by the
original treating physician; or

c. Care where an unforeseen emergency
develops which requires special facilities and
skills are not available to the treating physician
or hospital.

6.8. Any change of treating physician that
does not require authorization by the
Commission, Insurance Commissioner, private
carrier or self-insured employer, whichever is
applicable, will require a detailed explanation to
ensure that the change is documented on the
claim file. Failure to do so may result in the
delay of benefits and will result in the denial of
payment for medical services.

6.9. When a change of physician is
authorized, the previous treating physician must
file a final report of the injured worker’s
physical status on the effective date of change.
The new treating physician of record must file
an initial narrative report of his/her findings. It is
the responsibility of every provider to make
reasonable effort to ascertain whether there was
a prior treating physician.

6.10. Except in cases where a consultant,
anesthetist or surgical assistant is required, or
the necessity for treatment by a specialist is
clearly shown, fees not pre-authorized by the
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Commission, Insurance Commissioner, private
carrier or self-insured employer, whichever is
applicable, will not be approved for treatment by
more than one medical vendor for the same
condition over the same period of time.

885-20-7. Initial Reporting of Injury.

7.1. It is the responsibility of the injured
worker to notify the employer, Commission, and
medical provider when there is reason to believe
the injury or condition is industrial in nature.
Conversely, if the medical provider discovers a
condition which he or she believes to be work
related or has reason to believe an injury is work
related, he or she must so notify the injured
worker. Once such a determination is made by
either the injured worker or the medical
provider, the appropriate form(s) must be
immediately submitted. Failure of the medical
provider to timely submit the appropriately
completed forms may be considered as an
abusive practice for purposes of W. Va. Code
§23-4-3c. Failure of the injured worker to
timely submit appropriately completed forms
may be considered and given appropriate weight
by the Commission, Insurance Commissioner,
private carrier or self-insured employer,
whichever is applicable, in determining
compensability or any other matter.

7.2. It is the medical provider’s
responsibility to ascertain whether he or she is
the first attending practitioner. If so, the medical
provider will take the following action:

a. Give emergency treatment.

b. Immediately complete and forward
the Initial Report of Injury to the Commission,
Insurance Commissioner, private carrier or self-
insured employer, whichever is applicable, and
the employer.

c. Instruct and give assistance to the
injured worker in completing his or her portion
of the report of accident. The Initial report of
Injury shall include a narrative report containing
the following information so there is no delay in
adjudication of the claim or payment of
compensation:



1. Complete history of the
industrial accident or exposure.

2. Comprehensive description of
physical findings and prognosis.

3. Specific diagnosis with ICD-9-
CM code(s) and narrative definition relating to
the injury.

4. Type of treatment rendered.

5. Known medical, emotional or
social conditions which may influence recovery
or cause complications.

6. Estimated time loss due to the
injury.

d. To the extent the information called
for in (c)(1) — (c)(6) is not required on the Initial
Report of Injury in use by the Commission,
Insurance Commissioner, private carrier or self-
insured employer, whichever is applicable, the
medical provider shall complete the appropriate
form in its entirety and provide the additional
information in the form of a narrative report.

§85-20-8. Additional Reporting
Requirements.
8.1. Whenever requested by the

Commission, Insurance Commissioner, private
carrier or self-insured employer, whichever is
applicable, and at least every ninety (90) days in
situations  regarding the continuation of
temporary total disability benefits, the medical
provider shall report on the condition and
treatment of the injured worker. The following
information must be included in this type of
report.

a. The condition(s) diagnosed including
ICD-9-CM codes and the objective and
subjective findings.

b. Their relationship, if any, to the
industrial injury or exposure.

c.  Outline of proposed treatment
program, its length, components, and expected
prognosis including an estimate of when
treatment should be concluded and condition(s)

85CSR20

stable. An estimated return to work date should
be included. The probability, if any, of
permanent partial disability resulting from
industrial conditions should be noted.

d. If the worker has not returned to
work, the attending doctor should indicate
whether a vocational assessment will be
necessary to evaluate the worker's ability to
return to work and why.

e. If the worker has not returned to
work, a doctor's estimate of physical and
functional capacities should be included with the
report. If further information regarding physical
and functional capacities is needed or required, a
performance-based functional capacity
evaluation can be requested. Functional capacity
evaluations shall be conducted by a licensed
health care provider approved by the
Commission, Insurance Commissioner, private
carrier or self-insured employer, whichever is
applicable, to perform this testing.

8.2. To the extent the information called for
in Section 8.1 is not required on Attending
Physician’s Report in use by the Commission,
Insurance Commissioner, private carrier or self-
insured employer, whichever is applicable, the
medical provider shall complete the Attending
Physician’s Report in its entirety and provide
any additional information set forth in Rule 8.1
in the form of a narrative report.

8.3. The  Commission, Insurance
Commissioner, private carrier or self-insured
employer, whichever is applicable, may request,
and the medical provider shall provide all chart
notes relating to the evaluation and treatment of
an injured worker.

8.4, The  Commission, Insurance
Commissioner, private carrier or self-insured
employer, whichever is applicable, in its sole
discretion, may require additional reporting on
forms and in intervals as it deems necessary.
Medical providers shall comply with the
requests of the Commission, Insurance
Commissioner, private carrier or self-insured
employer, whichever is applicable, in this
regard. Failure to make reports promptly may
result in the delay of payments of benefits to the



injured worker and denial of payment to the
medical vendors for services rendered.

8.5. By application for benefits, an injured
worker irrevocably waives patient-physician
confidentiality and agrees that physicians and
health care providers may release and discuss
the injured worker’s medical history and
medical reports pertaining to the compensable
injury or disease to the injured worker’s
employer, employer’s  representative, or
representatives of the Commission, Insurance
Commissioner, private carrier or self-insured
employer, whichever is applicable, assuming
such discussions are otherwise permissible under
applicable law. Such discussion includes the
injured worker’s condition, treatment, prognosis,
anticipated period of disability and dates when
the injured worker will reach maximum medical
improvement or be released to return to work.
Any prior injury or disease of the injured worker
which impacts the alleged injury or treatment is
covered by this agreement. The claimant’s
agreement to the release of information from
physicians and health care providers includes
agreement to the release of information held by
facilities where the treatment was provided.
Such facilities include, but are not limited to
hospitals, clinics, emergency care facilities,
surgical centers, outpatient care facilities,
diagnostic testing facilities and rehabilitation
facilities.

8.6 In any claim where only medical
benefits are being paid, the medical provider
shall provide the report described in section 8.1
within thirty (30) days of being requested to do
SO by the Commission, Insurance
Commissioner, private carrier or self-insured
employer, whichever is applicable.

8.7. The  Commission, Insurance
Commissioner, private carrier or self-insured
employer, whichever is applicable, shall make
referrals of claimants to physicians for
independent  medical examinations  and
evaluations as required by the West Virginia
Code within twenty (20) days of the end of the
one hundred twenty (120) period of temporary
total disability, unless from the record the
Commission, Insurance Commissioner, private
carrier or self-insured employer, whichever is
applicable, has a reasonable belief that the
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period of temporary total disability exceeds one
hundred twenty (120) days.

885-20-9. Coverage and Billing Provisions.

9.1. The  Commission, Insurance
Commissioner, private carrier or self-insured
employer, whichever is applicable, will pay for
health care services, durable medical and other
goods and other supplies and medically related
items as may be reasonably required. The
Commission, Insurance Commissioner, private
carrier or self-insured employer, whichever is
applicable, will only pay for those services or
items that have a direct relationship to the work
related injury or disease, as determined in the
sole discretion of the Commission, Insurance
Commissioner, private carrier or self-insured
employer, whichever is applicable.

9.2. A medical coverage decision is a
general policy decision to be made in the sole
discretion of the Commission, Insurance
Commissioner, private carrier or self-insured
employer, whichever is applicable, to include or
exclude a specific health care service or supply
as a covered benefit. These decisions are made
to insure quality of care and prompt treatment of
workers. Medical coverage decisions include,
but are not limited to, decisions on health care
services and supplies rendered for the purpose of
diagnosis, treatment or prognosis, such as:

a. Ancillary services including, but not
limited to, home health care services ambulatory
services, specific rehabilitative modalities;

b. Devices;
c. Diagnostic tests;
other

d. Drugs, and

therapeutic modalities;

biologics,

e. Durable medical equipment;
f. Procedures;
g. Prognostic tests;

h. Supplies; and



i. Inpatient hospital stays and associated
charges

9.3. The  Commission, Insurance
Commissioner, private carrier or self-insured
employer, whichever is applicable, with some
exceptions, will use these nationally-accepted
standardized code sets for reporting medical
conditions and treatment and may adopt
successor code sets without amendment to this
rule:

a. Common Procedure Terminology
(CPT-4) codes (HCPCS Level | codes), for
provider professional services

b. Alpha-numeric codes (HCPCS Level
Il codes) for supplies, equipment and other
medical services

c. Local Codes (HCPCS Level I1lI) for
unique Workers’-Compensation-specific
services (NOTE: Use of these non-standardized
codes is limited as much as possible)

d. International Classification of
Diseases, Ninth Revision, Clinical Modification
(ICD-9-CM) for reporting diagnoses of work-
related injuries and occupational illnesses

e. Diagnostic related groups (DRG for
in-patient hospital services)

f. Revenue codes for outpatient hospital
based services

g. National drug codes (NDC) for
pharmaceuticals

9.4. CPT-4 Codes (HCPCS Level I).

The Commission, Insurance Commissioner,
private carrier or self-insured employer,
whichever is applicable, will update its vendor
bill processing system to accept many of the
new codes that are implemented nationally on an
annual basis. This coding system, which uses a
five-digit numeric code and allows for a two-
digit modifier, is wused to report most
professional services, including Evaluation and
Management, surgical intervention, anesthesia
services related to surgery, physical medicine
and other professional services.

85CSR20

11

9.5. HCPCS Level Il National Alpha-
numeric Codes.

The Commission, Insurance Commissioner,
private carrier or self-insured employer,
whichever is applicable, will accept many of the
codes developed by CMS for reporting those
medical services and supplies not addressed by
the CPT-4 code set. This coding system uses a
five-digit alpha-numeric code, which consist of
one alphabetic character (a letter between and
including A and V), followed by four digits.
The codes all begin with a single letter and are
followed by four-digits. HCPCS codes also use
modifiers, either two digits or two letters.

9.6. HCPCS Level Il Local Codes.

The Level Il codes are assigned and
maintained by individual carriers. Like the
HCPCS Il National Codes, these codes begin
with a letter (W through Z) followed by four
numeric digits. The most notable difference is
that these codes are not common to all carriers.
Since 1999, the Commission has been
eliminating the use of Local Codes wherever
possible; however, there are still some local
codes utilized by the Commission for services
not normally reported by Medicare carriers.

9.7. ICD-9-CM Diagnosis Codes.
The Commission, Insurance Commissioner,

private carrier or self-insured employer,
whichever is applicable, shall use the ICD-9-CM

coding system to report injured worker
conditions in  work-related injuries and
occupational illnesses. Standard coding

conventions shall be followed in reporting
diagnosis. Payment will be denied for diagnosis
judged, in the sole discretion of the
Commission, Insurance Commissioner, private
carrier or self-insured employer, whichever is
applicable, to not be causally related to the
compensable injury.

9.8. Written descriptions of procedures
alone will not be accepted. Billing may be
submitted on the CMS-1500 (formerly, HCFA
1500) and the CMS-1450 (formerly, UB-92), or
the most current forms utilized by the
Commission, Insurance Commissioner, private



carrier or self-insured employer, whichever is
applicable. Pharmacy charges should be
submitted wusing the on-line Point-of-Sale
system, but can also be reported on the
Universal Claim Form, or the most current form
utilized by the Commission, Insurance
Commissioner, private carrier or self-insured
employer, whichever is applicable. Certain non-
standard services unique to the Commission,
Insurance Commissioner, private carrier or self-
insured employer, whichever is applicable,
require Service Invoice, Form WC-400, or the
most current form(s) utilized by the
Commission, Insurance Commissioner, private
carrier or self-insured employer, whichever is
applicable.

9.9. Pre-authorization. Written
authorization must be obtained from the
Commission, Insurance Commissioner, private
carrier or self-insured employer, whichever is
applicable, in advance for the procedures and
services listed below, except in emergencies or
where the condition of the patient, in the opinion
of the medical vendor, is likely to be endangered
by delay. Failure to comply with this rule will
result in disapproval of the medical vendor’s
bill. The vendor shall not seek reimbursement
from the injured worker if payment is denied
under this provision. This rule does not apply in
cases involving initial treatment.

9.10. The following services require prior
review and authorization before services are
rendered and reimbursement made:

a. Inpatient hospitalizations subsequent
to the Date of Injury (emergency admissions are
reviewed on a retrospective basis);

b.  Transfers from one hospital to
another hospital (emergencies do not require
authorization);

C. Reconstructive and restorative

surgeries;
d. All surgeries;

e. Purchase of TENS unit above the
amount of $50.00;
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f. Treatment/supplies used in excess of
three (3) months for TENS units;

g.  Psychiatric treatment (does not
include the initial psychiatric consultation);

h.  Physical Medicine treatment in
excess of this Rule;
i. Outpatient pain  management

procedures (epidural steroids, facet injections,
etc.);

j- Medication not normally used in
injury treatment and medication not listed on the
preferred drug list, if applicable;

k. Medication - Controlled Substance
(in excess of this Rule);

I. Durable Medical Equipment in excess
of $500.00;

m. Brainstem evoked audiometry;

n. Repeat diagnostic studies (Workers’
Compensation no longer requires approval for
the initial MRI, CAT scan, Myelogram, EMG,
and Nerve Conduction Studies);

0. Standard/analog hearing aids;

p. Programmable/digital hearing aids;

g. Replacement hearing aids;

r. Repair of hearing aids over the price
of $250.00;

s.  Hearing Aid batteries over the
allowed quantity of 50 per 6 months;

t. Telephone amplification devices;

u. Hearing aid assistance products
(V5299);

V. Non-emergency  ambulance

transportation;

w. Non-emergency air transportation;



X. All vision services and items
associated with vision;
y. All physical and vocational

rehabilitative services;
z. Retraining expenses;

aa. All oxygen equipment, supplies, and
related services;

bb.  All nursing, nursing home, and
personal care services;

cc. Home or vehicle modifications;
dd. Work hardening;

ee. Work conditioning; and

ff. Dental procedures.

9.11. Prior-authorization requests shall be
made in writing or electronically to the
Commission, Insurance Commissioner, private
carrier or self-insured employer, whichever is
applicable, for approval.

9.12. Medical services not specified above
do not require prior approval but will be
reviewed retrospectively to determine medical
necessity. Services provided on an emergency
basis are also subject to retrospective review to
validate that the service was truly an emergency,
and to determine medical necessity and
relationship to the compensable injury.

9.13. Disposable/Non-reusable Supplies.

The Commission, Insurance Commissioner,
private carrier or self-insured employer,
whichever is applicable, will reimburse for
supplies prescribed by the authorized physician
for use by the injured worker in the home setting
which are reasonably required, as determined in
the sole discretion of the Commission, Insurance
Commissioner, private carrier or self-insured
employer, whichever is applicable. Supplies
include dressings, colostomy supplies, catheters,
and other similar items. The injured worker’s
related diagnosis must be stated on the
prescription form.
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9.14.
Exceptions.

Durable Medical Equipment

The following durable medical equipment
require prior-authorization, although reimbursed
at less than $500:

[«5)

. E0585 Nebulizer with compressor;
b. E0607 Home blood glucose monitor;

c. E0610 Pacemaker monitor;

o

. E0730 TENS, name brand;

e. EO0731 Garment for TENS/ neuro-
muscular;

f. EO0745 Neuromuscular stimulator,
electronic shock unit; and

g. EO0935 Passive motion exercise
device.

9.15. The Commission, Insurance
Commissioner, private carrier or self-insured
employer, whichever is applicable, shall deny
bills for services rendered in violation of these
Rules. Injured workers may not be billed for
services denied pursuant to this provision.

9.16. Bills must be itemized on department
or self-insurer forms or other forms which have
been approved by the Commission, Insurance
Commissioner, private carrier or self-insured
employer, whichever is applicable. Bills may
also be transmitted electronically using
Commission, Insurance Commissioner, private
carrier or self-insured employer, whichever is
applicable, file format specifications. Providers
using any of the electronic transfer options must
follow Commission, Insurance Commissioner,
private carrier or self-insured employer,
whichever is applicable, instructions for
electronic billing.

9.17. Bills must specify the date and type of
service, the appropriate procedure code, the
condition treated, and the charges for each
service.

9.18. Bills submitted to the Commission,
Insurance Commissioner, private carrier or self-



insured employer, whichever is applicable, must
be completed to include the following:

e

Injured worker's name and address;

b. Injured worker's claim number;

c. Date of injury;

d. Referring doctor's name;

e. Area of body treated, including ICD-
9-CM code(s), identification of right or left, as
appropriate;

f. Dates of service;

g. Place of service;

h. Type of service;

i. Appropriate code to report services
provided (including CPT, DRG, NCD, revenue
codes, etc.);

j. Description of service;

k. Charge;

I. Units of service;

m. Tooth number(s);

n. Total bill charge;

0. The name and address of the
practitioner rendering the services and the
provider account number assigned by the
Commission, Insurance Commissioner, private
carrier or self-insured employer, whichever is
applicable;

p. Date of billing;

g Submission  of  supporting
documentation required by the Commission,
Insurance Commissioner, private carrier or self-
insured employer, whichever is applicable.

9.19. Responsibility for the completeness
and accuracy of the description of goods and/or

services and charges billed rests with the
provider rendering the good or service,
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regardless of who actually completes the bill
form.

9.20. Bills must be received within six (6)
months of the date of service to be considered
for payment. Injured workers cannot be billed
for any invoice denied under this provision.

9.21. The  following  supporting
documentation is required to have been received
by the Commission, Insurance Commissioner,
private carrier or self-insured employer,
whichever is applicable, before reimbursement
for a service is made:

b

Laboratory and pathology reports;
b. X-ray findings;

c. Operative reports;

d. Office notes;

e. Consultation reports;

f. Special diagnostic study reports; and
g. Special or closing exam reports.

9.22. Requirements for payment of fees.
Fees for examination or treatment are approved
only when made by the health care provider duly
licensed to make such examination or to render
such treatment, and then only when the medical
vendor actually sees and examines the patient
and actually renders or directly supervises such
treatment.

9.23. Additional ~ services  and
accommodations not reasonably required for
treatment of the compensable injury but
requested by the injured worker shall be the
responsibility of the injured worker.

9.24. Failure on the part of the health care
provider or other person, firm or corporation to
submit fee bills to the Commission, Insurance
Commissioner, private carrier or self-insured
employer, whichever is applicable, for services
rendered within the statutory period prohibits
collection thereof from the injured employee, the
employer, private carrier, self-insured employer,



Insurance Commissioner or the Commission,
whichever is applicable.

9.25. Payment for drugs or medicine. The
Commission, Insurance Commissioner, private
carrier or self-insured employer, whichever is
applicable, may approve payment for drugs or
medicines furnished to the injured worker as part
of routine treatment rendered by the medical
vendor. If unusual treatment is necessary, or if
drugs or medicines are to be used by the injured
worker at his home in the absence of the medical
vendor, payment for a reasonable quantity of
such drugs or medicines may be approved.
Application for such payment must be
accompanied by a statement of the medical
vendor setting forth the necessity and purpose of
the use of such drugs or medicines.

9.26. Use of appropriate codes to report
services is required and up coding (reporting a
higher level of service than can be substantiated
or actually was performed) is prohibited.
Reimbursement shall not be made for such
billing and up coding may be considered
evidence of abuse under W. Va. Code §23-4-3c
and evidence of fraud under W. Va. Code §61-3-
24q.

9.27.  Prosthetics and Orthotics.  Upon
receipt of the attending medical vendor’s report,
the Commission, Insurance Commissioner,
private carrier or self-insured employer,
whichever is applicable, may refer the injured
worker to a medical vendor or a Rehabilitation
Center for evaluation to determine the type of
prosthesis most beneficial for the particular
injured worker involved and whether the injured
worker is in need of training in use of the
prosthesis. Upon receipt of the medical
recommendations, the Commission, Insurance
Commissioner, private carrier or self-insured
employer, whichever is applicable, shall
authorize the fitting of the recommended
prosthesis. Payment shall not be approved until
the prosthesis is determined to be serviceable
and satisfactory. The requirement for prior
approval for prosthesis shall not apply when the
attending medical vendor utilizes the procedure
of immediate amputation prosthetic application.

9.28. A durable medical equipment supplier
is required to exercise due diligence to verify
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that equipment is in use, that supplies are
needed, and that a valid request for supplies has
been made. Due diligence requires, but is not
limited to, a personal contact with the injured
worker. Reimbursement shall be denied for
failure to exercise this required due diligence
and may be evidence of fraud or abuse under
Chapters 23 and 61 of the West Virginia Code.

§85-20-10. Supplies.

HCPCS code A4550 (Surgical Trays) is a
status B code and is not reimbursable for office
procedures. Codes with a status B are bundled
services for which no separate payment may be
made. Supply costs are included in the global fee
allowance for surgical procedures performed in
an office setting. Code 99070 continues to be a
non-covered, bundled code.

§85-20-11. Vision Care.

Ophthalmologists and optometrists may use
CPT codes for reporting procedures and
professional services. Reimbursement for vision
care equipment such as spectacles, contact
lenses, etc., should be requested using
appropriate HCPCS Level 1l codes. Repair or
replacement of vision care equipment damaged
in an accident will not be approved for payment
unless the injured worker suffers a compensable
physical injury in the accident.

885-20-12. Psychiatric compensability,
treatment and impairment ratings. (Effective
Date: January 20, 2006.)

12.1. Purpose. The purpose of this section is
to develop guidelines for the determination of
compensability, treatment, evaluation and
permanent impairment rating of claimants for
psychiatric disabilities arising from injuries
sustained in the course of and resulting from
employment. This rule is applicable to evidence
submitted by any party to a claim and to
evidence gathered by the commission, Insurance
Commissioner, private carrier or self-insured
employer, whichever is applicable.

12.2. Definitions. As used in these rules, the
following terms have the stated meanings unless
the context of a specific use clearly indicates
another meaning is intended.



a.  “Work injury-related psychiatric
disorders” means those psychiatric disorders
caused by or aggravated by a work injury or
disease. Attached as Exhibit A is a list of
psychiatric diagnoses which are, by definition,
not significantly contributed to by a work-
related injury, unless the disorder ends in the
phrase “due to a general medical condition”
where the general medical condition is caused
by the work-related injury. In order to be
regarded as work-related, symptoms of an
injury-related psychiatric diagnosis must be
manifest within 6 months of the injury or
significant injury-related complication based on
credible medical evidence.

b. “Causation legal standard” means a
physical, chemical, or biologic factor
contributed to the occurrence of a medically
identifiable condition. A medical determination
is required to confirm the feasibility of the
contributing factor could result in the occurrence
of the condition (AMA Guides 4th Ed.,
Glossary).

c. “Aggravation, legal standard” means
a physical, chemical, biological or medical
condition significantly contributing to the
worsening of a condition in such a way that the
degree of permanent impairment increased by
more than 3%. (AMA Guides 4th Ed., Glossary).
For the impact to merit allocation of permanent
impairment, the ultimate increase of impairment
at MMI must at least be 3%.

d. “Apportionment” means a
distribution or allocation of causation among
multiple factors that caused or significantly
contributed to the injury or disease and existing
impairment.

e. “Psychiatric impairment” means the
loss of, loss of use of, or derangement of mental,
emotional or brain functioning.

f. “Permanent psychiatric impairment”
means impairment that has reached maximum
medical improvement which is static or well
stabilized with or without psychiatric treatment
or that is not likely to remit despite psychiatric
treatment of the impairing condition.
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g. “Permanent partial psychiatric
impairment” means impairment that is assigned
a percentage of impairment rating from the W.
Va. Workers’ Compensation  Impairment
Guidelines for Psychiatric Impairment (Exhibit
B).

h. “Temporary total psychiatric
impairment” means a psychiatric condition that
in and of itself, or in combination with a
physical condition, makes the claimant unable to
function in the work setting, but for which the
claimant has not reached maximum medical
improvement.

i. “Maximum medical improvement,
psychiatric (stabilized psychiatric condition)”
means a condition or state that is well-stabilized
and unlikely to change substantially in the next
year, with or without medical treatment. Over
time, there may be some change; however,
further recovery or deterioration is not
anticipated. Evaluators should recognize that
many psychiatric disorders improve to a state of
maximum medical improvement within nine
months of the onset of reasonable management.

12.3. Evidentiary Requirements.

The evidentiary weight to be given to a
report will be influenced by how well it
demonstrates that the evaluation was conducted
in accordance with the rule and three attached
Exhibits (Exhibit A, Exhibit B, and Exhibit C).
Exhibit A lists disorders and conditions not
significantly contributed to by a work-related
injury. Exhibit B is a guideline for providing
impairment ratings. Exhibit C is a report outline
for psychiatric independent medical evaluations.
The evaluator must address and memorialize
each bold face section found in Exhibit C.

12.4. Compensability. Services may be
approved to treat psychiatric problems only if
they are a direct result of a compensable injury.
As a prerequisite to coverage, the treating
physician of record must send the injured worker
for a consultation with a psychiatrist who shall
examine the injured worker to determine 1) if a
psychiatric problem exists; 2) whether the
problem is directly related to the compensable
condition; and 3) if so, the specific facts,
circumstances, and other authorities relied upon



to determine the causal relationship. The
psychiatrist shall provide this information, and
all other information required in section 8.1 of
this Rule in his or her report. Failure to provide
this information shall result in the denial of the
additional psychiatric diagnosis. Based on that
report, the Commission, Insurance
Commissioner, private carrier or self-insured
employer, whichever is applicable, will make a
determination, in its sole discretion, whether the
psychiatric condition is a consequence that flows
directly from the compensable injury.

a. A Diagnosis Update Form WC-214
must be attached to the treating physician’s
report in order to request the psychiatric
condition be added as an approved diagnosis.

12.5. Treatment guidelines. Treatment of
mental conditions to injured workers is to be
goal directed, time limited, intensive, and
limited to conditions caused or aggravated by
the industrial condition. Psychiatric services to
workers are limited to those provided by
psychiatrists and licensed psychologists, and
according to department policy.

a. Initial evaluation, and subsequent
treatment must be authorized by Commission,
Insurance Commissioner, private carrier or self-
insured employer, whichever is applicable, staff.
The report of initial evaluation, including test
results, and treatment plan are to be sent to the
injured worker's attending provider, as well as
the Commission, Insurance Commissioner,
private carrier or self-insured employer,
whichever is applicable. A copy of sixty-day
narrative reports to the Commission, Insurance
Commissioner, private carrier or self-insured
employer, whichever is applicable, is also to be
sent to the attending provider. In addition, the
following are required: Testing results with
scores, scales, and profiles; report of raw data
sufficient to allow reassessment by a panel or
independent medical examiner. Use of the
current Diagnostic and Statistical Manual of the
American Psychiatric Association axis format in
the initial evaluation and sixty-day narrative
reports, and explanation of the numerical scales
are required.

b. Understanding that psychiatric
conditions may arise as a consequence of injury,
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it is recognized that these conditions need to be
treated. It is expected that with resolution of the
injury, there will be resolution of the psychiatric

injury. The  Commission,  Insurance
Commissioner, private carrier or self-insured
employer, whichever is applicable, is not

responsible for the on-going management of
chronic or pre-existing psychiatric conditions
which it does not view as directly related to the
injury.

12.6. In circumstances when a psychiatric
condition does not causally relate to the injury of
an injured worker, the Commission, Insurance
Commissioner, private carrier or self-insured
employer, whichever is applicable, may
authorize treatment solely in its discretion for a
limited period of time to maximize the
opportunity for recovery from the work related
injury. In such cases, no psychiatric diagnosis
need be added to the list of compensable
conditions in order to obtain the treatment.

12.7. Psychological Evaluation Guidelines.

a. General principles. Professional
standards  for  psychological  examiners.
Psychologists providing services for the
commission, Insurance Commissioner, private
carrier or self-insured employer, whichever is
applicable shall adhere to all relevant standards
for practice as set forth by the American
Psychological Association (Ethical Principles,
Standards for Providers of Psychological
Services, and Specialty Guidelines).

b. Purpose. The purpose of the
psychological assessment is to obtain a current
view of the claimant’s emotional and cognitive
functioning, interpersonal relationships and
approach to tasks. Symptoms and behaviors
must be sampled through interview techniques,
checklists, and standardized psychological
measurements. Long term personality traits and
dysfunctions should be identified. Inferences
should be made regarding motivation and
dissimulation (faking). It is assumed that
psychological assessments are comprehensive
and not limited to the presentation of
psychometric data. Even when part of an
interdisciplinary team, the psychologist has
responsibility for recommending additional



evaluations and interventions by other health
care professionals as deemed necessary.

c. Initial Evaluation. Clinical judgment
should be used to delete inappropriate or
unnecessary testing and add additional
appropriate objective measures to adequately
assess the intellectual, emotional, personality
and functional status of the claimant.

1. Intelligence Assessment. During
the initial evaluation a standardized intelligence
test should be administered. Acceptable tests
include the most recently standardized/normed
versions of either the Wechsler Adult
Intelligence Scale (WAIS) or the Stanford-Binet.
An intelligence screening measure is not an
acceptable alternative to completion of a full
battery exam. Behavioral observations of an
individual in a structured testing environment
are an important component of the testing
process and therefore such clinical observations
should be provided. All subtest scores as well as
the Verbal. Performance and Full-Scale 1Q
scores should be reported. If the claimant is
completing a repeat IME, there should be a
compelling reason present (e.g., head injury,
brain disease, substance abuse and self-reported
cognitive changes) to justify re-administration of
an 1Q test.

2. Achievement testing -
Achievement testing, such as the Wide Range
Achievement Test-Revised or the Peabody
Individual Achievement Test, should be
administered during the initial evaluation. Such
tests are used to demonstrate that the claimant
has the requisite reading skills to understand and
reliably respond to objective measures of
personality.  They are also used to help
determine whether the claimant might have a
diagnosis of  Learning  Disability  for
rehabilitation purposes.

3. Personality assessment — The
type of personality instrument(s) to be used
depends on the claimant’s intellectual
capabilities and reading or listening
comprehensive abilities. If indicated based on
interview, claimant history or previous testing
that the examiner has reason to suspect the
claimant cannot adequately comprehend the item
content of the personality measure, the examiner
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will need to screen for reading comprehension
using standardized measures such as the WIAT-
reading comprehensive  subtest or the
Woodcock-Johnson (Revised) passage
comprehensive subtest. IF the claimant does not
have adequate reading comprehension abilities,
the examiner will need to objectively assess
listening comprehension abilities (e.g., WIAT
Listening Comprehension Subtest) prior to
administration of a taped version of any
personality measure. Taped versions of
personality tests are acceptable for claimants
with visual acuity problems but should not be
given if listening comprehension is below
acceptable levels for the selected personality
measure. Reading/listening comprehension
measures completed should provide a grade-
equivalent reading/listening level that can be
compared to reading requirements of the
personality measure selected.

The personality measure selected
should be normed on a psychiatric sample and
not reflect “personality traits” of a normal
population. At a minimum, personality
assessment should include tests that address not
only acute and chronic symptoms of emotional
disorders but also long-standing personality
characteristics. Personality assessment should
utilize instruments with empirical/objective
based scoring systems and appropriate norms. A
summary of subscale scores when available
should be included (e.g., MMPI-II profile sheet
or a Welsh Code) in the report. Ideally, a
measure of dissimulation should be incorporated
into the specific test administered to address the
validity of results (e.g., MMPI-II, Personality
Assessment Inventory).

4. Supplementary testing. If
indicated, additional measures can be
administered. These measures  should

demonstrate adequate psychometric norms and
may address:

A. Neuropsychological screen.
Screening for the presence or absence of organic
dysfunction in a claimant should address
attention and concentration, memory, judgment,
language skills and visual/spatial abilities.

B. Dissimulation



C. Somatization

D. Mood disorders/suicide
probability
E. Anxiety/Stress disorders
5 Comprehensive

neuropsychological evaluations. When indicated
by the neuropsychological screen or claimant’s
history, a comprehensive neuropsychological
evaluation consisting of accepted evaluation
procedures should be completed by a
psychologist qualified and trained in
neuropsychology. A psychologist qualified to
interpret neuropsychological evaluations should
document extensive training at the graduate or
post-doctoral level in a program specifically
designed for neuropsychological training or
complete intensive training in administration and
interpretation by a qualified neuropsychologist.

6. Integration of findings. A detailed
report integrating all the data from observations,
test responses and their interpretation, results of
previous assessments and any other relevant data
such as school records, rehabilitation reports,
and medical findings should be prepared.
Address any inconsistencies noted between
behavioral observations and tests responses or
previous assessments.

12.8.  Psychiatric Independent Medical
Evaluation (IME) Guidelines.

a. Professional standards for examiners.
Examiners for the Commission, Insurance
Commissioner, private carrier or self-insured
employer, whichever is applicable, are expected
to adhere to professional standards of competent
practice established by the State Licensing
Boards, National Certifying Organizations and
Professional Associations, and to Codes of
professional, ethical, and legal conduct
promulgated by these organizations. They must
also follow the West Virginia Workers’
Compensation  Guidelines  for  Psychiatric
Impairment (Exhibit B) and applicable West
Virginia law. Clinical assessment procedures
and measures utilized in forming an expert
opinion must be generally accepted in the
expert’s scientific community. In forming his
expert opinion, the examiner must use the
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standard of “Reasonable Medical Probability”,
meaning that the presence of the disorder, and
the causation of the disorder by a work injury or
disease is “more likely than not.”

b. General principles. A psychiatric
examiner should be an objective evaluator who
has no conflict of interest and no prejudgement
regarding the claimant’s condition or the
presence or absence of impairment.  The
examiner should not be the treating psychiatrist
or vice versa.

c. Psychological evaluations and testing
must be a part of every initial IME of a claimant
to provide a comprehensive view of his mental,
intellectual, and personality functioning. A
psychological test report may be submitted as a
separate document from the psychiatric IME.

d. Reports shall be prepared in a
manner consistent with the Psychiatric IME
Report Outline, attached hereto as ‘Exhibit C’
and incorporated herein by reference.

1. Identifying data. Provide
identifying data as outlined in the attached
guideline.

2. Consent. Explain to the
claimant the nature and purpose of the
examination.

3. Chief complaint. Ascertain the
claimant’s primary complaint.

4. History of present illness.
Chronological background and development of
the symptoms or behavioral changes culminating
in the present state.

A. Using the attached guideline,
provide a detailed chronological accounting of
the circumstances surrounding the injury and the
development of the symptoms or behavioral
changes culminating in the present state.

5. Personal and social history
A. Obtain a detailed personal

and social history from the claimant using the
attached guideline.



6. Review of systems

A. Provide a review of the
claimant’s general organ and neurological
systems.

7. Past medical history

A. Using the attached
guideline, provide a complete accounting of the
claimant’s past medical history.

8. Family medical and psychiatric
history

A. Using the attached
guideline, provide a complete accounting of the
claimant’s family medical and psychiatric
history.

9. Mental status exam

10. Summary of other sources of
information

A. Using the attached
guideline, provide a complete accounting of
pertinent psychiatric information obtained from
other sources.

11. Diagnosis

A. List all psychiatric diagnoses
and conditions according to the latest edition of
Diagnostic and Statistical Manual of Mental
Disorders published by the American Psychiatric
Association.

12. Opinions

A. For each psychiatric
diagnosis, provide information on each of the
five areas listed in the attached guideline. The
basis of all opinions must be explicit and the
report should contain the evidence upon which
the conclusions and opinions were based. All
reasoning processes should be outlined to
explain exactly how the particular conclusion
was reached. Opinions must be stated in terms
of “reasonable medical certainty” or “reasonable
medical probability.”

13. Recommendations
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A. Using the attached guideline,
provide recommendations for further
examinations, consultations, re-examinations,
psychiatric treatment and rehabilitation.

885-20-13. Coverage Medication Checks.

Medication checks may be billed if needed,
but should be reported using the appropriate
Evaluation and Management or Drug
Management procedure codes. Medication
checks for psychiatric medication require the use
of an ICD-9-CM code to identify the
compensable mental health condition.

885-20-14. Medication/Injections.

Professional services for administering
injections to an injured worker in an office
setting for the treatment of a compensable injury
may be reimbursable. Effective January 1, 2003,
the cost of medication administered through
other-than-oral method may be billed as a
separate line item using appropriate HCPCS |1
“J”  codes. Legend drugs dispensed by
physicians will not be reimbursed except in
emergency situations.

§85-20-15. Dental Services.

15.1. Standard dental treatment necessary as
a result of a compensable injury 